Introduction
COPD in one of the most important public health problems and one of the most common chronic diseases. 1 It is estimated that, in Poland, about 2 million patients suffer from COPD; 80% of them have either mild or moderate severity airflow limitation. The remaining 20%, with severe and very severe airflow limitation, require increased use of medical care. 2 COPD is currently the fourth most common cause of death among adult patients worldwide, but morbidity and mortality are constantly increasing. 3 It has been projected that, by 2020, COPD will be the third most common cause of diseaserelated deaths. 4, 5 In the population of 60 years of age, COPD is a serious problem because diagnosis is often delayed by nonspecific symptoms. In elderly people with advanced COPD, exacerbations occur more frequently than in younger populations and are associated with an increased risk of acute respiratory failure. Polypharmacy, which is common in elderly patients, may additionally increase the risk of side effects as these patients take many drugs for numerous diseases. Polypharmacy and possible drug interactions may hamper disease management. Elderly patients with COPD are also at an increased risk of developing frailty syndrome (FS) and problems with disease acceptance. 6, 7 FS often coexists with chronic diseases. It increases the risk of adverse health events and is strongly associated with a decrease in mobility, an increased risk of falls, polypharmacy, comorbidities, a decrease in cognitive function, and malnutrition. 8 On the one hand, FS can be regarded as a consequence of aging, but on the other, it is associated with many chronic diseases that increase patient disability, hospitalization rates, costs of health care, and mortality. To date, frailty has been assessed in patients with many chronic diseases, such as cardiovascular diseases, obesity, renal insufficiency, but little is known about the coexistence of frailty with COPD in elderly patients. [8] [9] [10] [11] Moreover, the impact of FS on the acceptance of illness in elderly COPD patients remains unclear.
The aim of the study was to assess how the level of frailty affects the acceptance of illness in elderly patients with COPD. We also aimed to evaluate the associations between sociodemographic and clinical factors and the level of acceptance of illness, anxiety, and frailty in this group of patients.
Methods
The study was conducted among 102 patients with COPD hospitalized due to exacerbation of their condition in the Department of Internal Medicine of Lower Silesian Centre for Pulmonary Diseases in Wroclaw between March 2014 and June 2015. Participation in the study was both voluntary and confidential. All the patients were informed about the aims of the study and the right to withdraw from the research at any time. The study was approved by the Commission of Bioethics at Wroclaw Medical University (consent no KB-683/2014).
Inclusion criteria were as follows: 1. Diagnosis of COPD according to the American Thoracic Society/European Respiratory Society in the history at least 1 year before entering the study. 12 2. Written informed consent for participation in the study. Exclusion criteria were as follows: 1. Coexistence of other chronic pulmonary disease such as asthma, active tuberculosis, lung cancer, bronchiectasis, sarcoidosis, pulmonary fibrosis, primary pulmonary hypertension, interstitial lung disease, or other active lung disease.
2. Hemodynamic instability and severe exacerbation of any concomitant chronic disease. 3. The diagnosis of severe mental disorders requiring psychiatric treatment. 4. Lack of consent for participation in the study.
In this study, an integral model of frailty developed by Gobbens was used as a conceptual basis. This model was chosen because it incorporates a more holistic approach to frailty going beyond the physical approach, which is the basis for most models of frailty. The conceptual model defines frailty using indicators from three domains: physical, psychological, and social. 13 In the study, standardized questionnaires were used and an analysis of medical records was done in order to collect information about diagnosis, severity of the disease, spirometry results, and treatment administered. 14, 15 The greater the acceptance of the disease, the less severe the negative reactions and emotions associated with the disease. Each of the statements included a 5-score scale. The patients described their current well-being by indicating the corresponding number: 1 -strongly agree; 2 -agree; 3 -undecided; 4 -disagree; 5 -strongly disagree. Wherein, 1 means a bad adaptation to disease and 5 the highest acceptance of the given condition. The adaptation to the disease is the sum of all the points and is between 8 and 40 points. The authors believe it can be applied to assess any type of disease. 
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Frailty and acceptance of illness in elderly COPD patients (0-4 points) comprises four items related to cognition, depressive symptoms, anxiety, and coping. The social domain (0-3 points) comprises three questions related to living alone, social relations, and social support. Eleven items in part two of the TFI have two response categories ("yes" and "no"), while the other items have three ("yes", "no", and "sometimes"). "Yes" or "sometimes" responses are scored 1 point each, while "no" responses are scored 0. The instrument's total score may range from 0 to 15: the higher the score, the higher one's frailty. Frailty is diagnosed when the total TFI score is 5. 16 In the present study, the Polish version of the TFI questionnaire was used. 17 
Statistical analysis
The results were analyzed with Statistica software version 6 (StatSoft, Tulsa, OK, USA). Means, medians, and standard deviations (SDs) were calculated for the variables examined. To assess the differences, Student's t-test was applied. Two-way analysis of variance allowed the impact of frailty on acceptance of the disease to be estimated. Pearson's correlation was used to measure the correlation between sociodemographic and clinical variables and the levels of illness acceptance (AIS), anxiety, and frailty (TFI).
Results
The study was conducted in 102 patients with COPD, of whom 37.25% were women. The average age of those surveyed was 63.2 years (SD =6.5). More than one-half of the respondents were married or lived in partnerships (57.8%). The majority lived in cities (60.8%) and had secondary (55.6%) or vocational (26.5%) education. They received knowledge about the disease from medical personnel (39.2% from nurses and 37.3% from doctors). More than one-half of the respondents (58.8%) claimed that the level of their knowledge was insufficient ( Table 1 ).
The majority of the patients had suffered from COPD for 10-15 years (33.3%). Subsequently, there were people with a 5-to 10-year disease history (27.5%) and those who had been ill for more than 15 years (22.6%). Most patients were at the III (severe) (52%) and II (moderate) (37%) stage of disease by Global Initiative for Chronic Obstructive Lung Disease. Spirometric classification for the group was: forced expiratory volume in 1 second 1.36, forced vital capacity 49% N, and fixed ratio (forced expiratory volume in 1 second/forced vital capacity) 0.61. All the patients were exposed to the main risk factor of COPD and 50% of respondents had smoked for longer than 15 years. Fewer than 30% of respondents smoked up to ten cigarettes per day, the others smoked 10-20 (39.2%) or even more than 20 (31.4%); 40.2% of patients reported aggravation of symptoms more than twice a day, 16.7% every day, and 24.5% several times a week. More than one-half of the respondents (55.9%) complained of waking up from sleep due to being short of breath three nights or more a week. Only 16.7% of respondents reported no symptoms during the night. Among the subjects, 64.7% believed that they take inhaled medications skillfully, 10.8% of them were given oxygen therapy at home, and over 60% had been hospitalized during the past 12 months due to exacerbations. In addition, the respondents' diagnosed comorbidities included hypertension (46.07%), coronary artery disease (32.35%), heart failure (28.43%), diabetes (18.63%), and heart arrhythmia (9.8%) ( Table 2 ).
The assessment of illness acceptance with the use of AIS questionnaire revealed that respondents are mostly characterized by a moderate acceptance level with a tendency to a lack of acceptance of their disease (mean 20.6; SD =7.62). Patients worried most about the limitation of their self-sufficiency (mean 2.2; SD =1.20), but least about being a burden on their family and friends (mean 3.1; SD =1.10) ( Table 3) .
FS was found in 77 patients. The minimal TFI score was 3, maximum 12, and average 7.42 (SD =2.24) ( Table 4) . 
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Pearson's correlation was used to evaluate associations between illness acceptance and the results of the TFI scale. This showed that a higher level of the physical and social domain of TFI correlated with a lower level of illness acceptance (Table 5 ).
Discussion
In our study, FS was found in 75.5% of elderly COPD patients. Acceptance of illness was moderate with a tendency to a lack of acceptance of the disease. A lower level of acceptance of illness was associated with a higher level of the physical and social domain of the TFI score. To the best of our knowledge, this is the first study that addresses frailty and its effect on illness acceptance in elderly patients with COPD; therefore, identification of the specific indicators that lead to the development of frailty in these patients may help to improve their quality of life and health care utilization, as well as reduce mortality and morbidity.
Earlier definitions of FS were based on the frailty model developed at the turn of the 1980s and 1990s. According to this model, the main symptoms of frailty included body weight loss, fatigue, slowing, weakness, and reduced physical activity. 18, 19 In 2013, a group of six international associations dealing with frailty issues defined FS as:
A medical syndrome with multiple causes and contributors that is characterized by diminished strength, endurance, and reduced physiologic function that increases an individual's vulnerability for developing increased dependency and/or death. 20 At present, frailty becomes more and more important due to increasing life expectancy. Additionally, it is related to the increased risk of unfavorable health events, which are strongly associated with reduced physical fitness, an increased risk of falls, polypharmacy, comorbidities, decrease in cognitive function, and malnutrition. 18 Possible pathophysiological causes of frailty include the predominance of catabolic processes, ongoing chronic inflammatory processes, immune system dysfunction, impaired neuroendocrine regulation, and metabolic disorders. 8 On the one hand, frailty is a consequence of advanced age, but on the other, it is associated with multiple chronic diseases and as such, it increases disability, hospitalization rates, the cost of health care, and mortality. Only systematic assessment of FS enables risk stratification and the introduction of proper therapeutic strategies focused on the needs of elderly patients and their quality of life along with the effective use of health care resources.
Frailty impairs biopsychosocial functioning, which can affect the acceptance of illness among COPD patients. COPD is an irreversible and progressive disease. Patients with COPD experience intermittent exacerbations, characterized by acute deterioration in chronic dyspnea and functional limitation. They are more likely to be frail, as it is with people who 
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Frailty and acceptance of illness in elderly COPD patients medium adaptation and acceptance of illness across many various chronic entities. Researchers claim that the fact of being chronically ill has an impact on the level of acceptance of illness and quality of life independent of diagnosis. 15, 22 Adaptation to illness plays an important role in chronic diseases, which requires a different approach, including taking into account aspects such as patients' acceptance of illness.
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Acceptance of illness is one of the most important stages in a patient's adaptation to his or her disease. It facilitates the adaptation process during which a patient adjusts to the new conditions of living with a disease. In the present study, the mean level of acceptance of illness was 20.6 (on a range from 8 to 40). The results are have other advanced chronic diseases. 9, 10, 21 Chronic disease requires the patient to adapt to a number of limitations and participate in the treatment process. Diagnosis of chronic disease and loss of health demand from a patient that they implement multidimensional and continuous changes introduced in the scope of physical, mental, and social functioning. This process, similar to that in cancer diseases, is the way to acceptance not only associated with death, but of the need to adapt to the limitations imposed by chronic illness.
The degree of illness acceptance has been evaluated in many chronic diseases such as diabetes, arterial hypertension, renal failure, respiratory diseases, and diseases of the nervous system. The results of these studies indicate lower than those obtained by Niedzielski et al. In their study, the average level of acceptance of illness was 25 points, but was insignificantly lower in older patients and in those with earlier onset. 24 The worse acceptance of illness obtained in our study is due to the characteristics of the experimental group, which included elderly patients (mean age 63.2 years) with a long history of COPD (56% had been ill for 10 years and longer) and exacerbations.
FS was diagnosed in over 75% of our COPD patient group. Newman et al reported a 51% prevalence of frailty among patients with subclinical cardiovascular disease, but many of those patients were younger with less advanced disease. 11 Park et al reported 57.8% of frailty among COPD patients; however, their study sample was not homogeneous and also included patients with chronic bronchitis. 25 The frailty index in the present study accounted for a score of 7.42 (SD =2.24) scores, which indicates a high degree of frailty in COPD patients. The highest TFI score was reported in the physical domain -4.15 (SD =1. 19 ).
The present study shows that coexistence of FS negatively affects the level of acceptance of illness, especially in the social domain. Lack of support hampers adaptation to a disease. Additionally, deterioration of possibilities in terms of physical activity as measured by the TFI scale was a determinant of the decreased level of illness acceptance. Other researchers report similar observations. The association between acceptance of illness and patients' age, self-reliance in difficult situations and a sense of their own disease in patients with leukemia, 26 as well as the living environment in elderly people 27 was revealed by other researchers. In a study by Jankowska-Polanska et al, the acceptance of a disease significantly impacts on the perception of quality of life in patients with COPD -the greater the acceptance, the higher the quality of life rating.
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Conclusion
Elderly patients with severe COPD may be more prone to frailty and decreased acceptance of their disease in comparison to patients suffering from other chronic diseases.
The level of frailty, especially in the physical and social domain, translates into lower acceptance of illness in this group of patients. Assessment and management of frailty in the care of older COPD patients are likely to significantly improve risk stratification and help personalize management, leading to better patient outcomes.
